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ABSTRACT  
BACKGROUND: Schools across the nation are increasingly implementing suicide prevention programs that involve training
school staff and connecting students and their families to appropriate services. However, little is known about how parents are
engaged in such efforts.

METHODS: This qualitative study examined school staff perspectives on parent involvement in the implementation of a
district-wide suicide prevention program by analyzing focus group and interview data gathered on the program implementation
processes. Participants included middle school teachers, administrators, and other school personnel.

RESULTS: Study results revealed that in the immediate wake of a crisis or concern about suicide, school staff routinely
contacted parents. However, substantial barriers prevent some students from receiving needed follow-up care (eg, lack of
consistent follow-up, financial strain, parental stress, availability of appropriate services). Despite these challenges, school staff
identified strategies that could better support parents before, during, and after the crisis. In particular, school-based services
increased the success of mental health referrals.

CONCLUSIONS: Our study suggests that systematic postcrisis follow-up procedures are needed to improve the likelihood that
students and families receive ongoing support. In particular, school-based services and home visits, training and outreach for
parents, and formal training for school mental health staffon parent engagement may be beneficial in this context.
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Designing and implementing effective suicideprevention programs is critical, given suicide's
role as the third leading cause of death in individuals
10-24years old.1 According to the national Youth
Risk Behavior Survey, 17% of students have seriously
considered attempting suicide, 13.6% have planned a
suicide attempt, and 8% have made a suicide attempt.2
These rates have generally remained consistent over
the past 2 decades.2 School-based suicide prevention

programs and mental health services have the potential
to reach many suicidal adolescents, who otherwise
would be unlikely to receive supportive services.3
There are various approaches to school suicide
prevention, including curriculum-based programs,4
universal screening programs,5 and staff in-service
and training programs.6 Staff in-service and training,
which occurs in the "gatekeeper model,"7 has been

found to be feasible and acceptable to principals, with
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little staff or parent resistance and few barriers with
respect to time commitment.8 The gatekeeper model
relies on staff training to identify distressed students
and connect them with needed services, improve
awareness of suicide warning signs, and referrals
for services.9"11 Yet, the success of such programs

requires school professionals to effectively involve
caregivers.7

Although family involvement can be a key part of
a successful school intervention, schools commonly
have difficulty engaging parents in education and
mental health services.12 Potential barriers to parental
involvement include language barriers, negative
attitudes from school personnel toward partnering
with parents, lack of knowledge and skills among
school personnel for engaging parents, and lack of
outreach from teachers and administrators.13"15 These

factors (eg, attitudes, experiences, local norms, and
knowledge and skills), consistent with key predictors
delineated in well-established theories of behavior
change,16,17 are critical to understanding school staff
behavior as it relates to engaging parents of students at-
risk for suicide. Yet, overcoming these baniers becomes
even more critical when a suicidal student has been
identified.

There are few investigations of parent engage¬
ment with school-based mental health services and
personnel.15,18 However, qualitative research points to

the potential value of on-site mental health resomces
in fostering favorable attitudes among school staff
toward parents and engaging families in services.
A study of teacher perspectives on mental health ser¬
vice needs in two urban schools with differing levels
of mental health staffing (ie, the number of hours
and type of support available from mental health staff,
presence of on-site mental health services, and referral
structures), found that teachers at the school with lim¬
ited resources portrayed parents as uncooperative and
disengaged.19 At the better-resourced school, teachers

described the majority of the parents as very support¬
ive, which they attributed to the presence of mental
health services, parent outreach personnel, and strong
school and parent leadership.19 Moreover, teachers'

perceptions of parental involvement affected whether
they would make referrals for mental health services.19
Additional research suggests that school-based men¬
tal health programs are generally perceived as helpful
by both parents and school personnel, although parent
engagement in programs may still vary.18 For example,
consistent outreach (contacting parents multiple times
through various methods), school culture that values
parent involvement, and clinician views that parent
involvement is important were linked to better parent
engagement, whereas lack of consistent outreach and
time on the part of school-based clinicians in addition
to logistical barriers faced by parents were linked to
lack of parent involvement.15

Better understanding of school personnel experi¬
ences with engaging parents in suicide prevention
efforts may point to critical training and support needs,
and help to inform improvements in school suicide
prevention program implementation. This study uses
qualitative methods to explore school personnel per¬
spectives on working with parents in a school-based
suicide prevention program serving primarily low-
income and ethnic minority students—Youth Suicide
Prevention Program (YSPP). YSPP is consistent with
the School Gatekeeper Training Model7 with 2 primary
goals: (1) improving at-risk student detection through
increased staff knowledge, skills, and use of specific
criteria—sudden worsening of mood, suicidal ideation,
and behavior; and (2) engaging suicidal students' sup¬
port networks and making appropriate referrals in the
crisis intervention phase. When a student is referred
to the YSPP, the trained school staff member conducts
a risk assessment and determines if crisis intervention
is needed. The crisis intervention includes immediate
support to the student, contacting parents, and facil¬
itating referral and access to specialty mental health
care. Following an incident, school personnel com¬
plete a mandatory district suicidal risk assessment form
documenting reason for referral, referral source, and

actions taken. The YSPP also suggests steps for postin-
tervention, including developing school supports for
students, following-up with parents and community
agencies, and facilitating school reentry, as appropri¬
ate. Exarnining qualitative data gathered to understand
general YSPP program implementation processes, the
specific goal of the study is to identify facilitating factors
and barriers to connecting with and engaging parents
after their child has been identified as at risk for suicide.

METHODS

Participants
This study is part of a broader examination of the

implementation of YSPP20"23 in one of the nation's
largest school districts serving approximately 688,000
students, predominantly low-income (77% qualify
for free/reduced-cost lunch) and from racial/ethnic
minority backgrounds (about 73 % Latino, 11 % Black,
6% Asian/Pacific Islander). We categorized district
middle schools (N=80) as having high, middle,
or low YSPP implementation, by the number of
suicide risk assessment forms completed per enrolled
student per year, and 6 schools were randomly
sampled from the high and low categories (3 in
each category). Of the 6 schools randomly chosen,
5 schools participated. These schools reflected the
school district's diversity with respect to school size,
attendance, and test performance. Each school had a
predominantly minority population, primarily Latino,
with 33-56% of students being English language
learners and an average dass size of 28 to 32
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students. Additional school characteristics are reported
elsewhere.21

At each of the 5 schools, 1 focus group with 6-8
school staff members and 2 key informant interviews
with administrators were conducted. Participants were
identified via referral from a school point person
(school social worker or administrator), or through
flyers in faculty mailboxes and faculty meeting
announcements. There were 45 participants across
the focus groups and interviews (35 focus group
participants, 10 interview participants). Specifically,
there were 7 counselors or mental health staff (16%), 2
nurses (4%), 26 teachers (58%), and 10 admuaistrators
(22%). At least one counselor or mental health staff
person was a participant in each focus group. Nineteen
of the participants were male (42%), 25 were White
(56%), 10 (22%) were Latino, 3 (7%) were African
American, and the remaining 7 (15%) were Native
American, Asian American, or of another or mixed
ethnicity. Participants had been employed at their
current schools for an average of 6.4years (SD = 5.5)
and worked in education for 14 years (SD = 11.32). A
total of 12 (27%) participants had bachelor's degrees,
30 (67%) had master's degrees, and 3 (7%) had
doctorates.

Procedures
Focus groups were held on school sites, while

administrator interviews were conducted by phone or
in person (9 phone interviews, 1 in-person interview).
Two research team members conducted the focus
groups (1 facihtator, 1 note-taker). Interview and
focus group protocols were semistructured, asking
staff about their experiences with suicide-prevention
strategy implementation, crisis intervention follow-up,
improving the YSPP specific to middle school needs,
and parents' role in the crisis intervention phase.
Interviews and focus groups were audio-recorded and
transcribed. Participants were reimbursed for study
participation.

The semistructured interview and focus group
protocols were organized around the key facets of
YSPP implementation: (1) detection of students at-
risk for suicide; (2) crisis intervention; (3) postcrisis
response; (4) prior school staff training experiences and
current training needs related to suicide prevention;
and (5) quality improvements targeting each phase
of the program. Within each of the broad topic
areas, questions were designed to elicit case examples,
specific protocols/procedures, descriptions of the
school's communication processes, and suggested
improvements. The questions were written to capture
the broad processes for the entire YSPP program.
Specific prompts with the respect to parent contact and
involvement at the different phases were embedded
within these categories. Additional details on the
interview protocol are available in previous research.21

Data Analysis
Transcripts were coded using techniques described

by Morgan and Krueger.24 First, 2 primary coders
openly coded participants' responses guided by the
semistructured interview. The complete research
team then jointly generated a working code list.
The coders then independently coded half of the
transcripts and met with the research team to discuss
expanding, collapsing, or eliminating codes until there
was a refined list of mutually agreed upon codes.
Once the final code list was agreed upon, coding
of all transcripts was conducted using Atlas.ti.25
Any coding issues were reviewed by the research
team and resolved through consensus. The initial
primary coding focused on overall implementation
processes for the YSPP program;21 however, themes
emerged about the respondents' interactions with
parents. Subsequent coding focused on capturing
school personnel perspectives on parent involvement
across the YSPP phases (eg, detection of students
risk, referral and support, postcrisis follow-up). An
independent coder reviewed all transcripts related to
parent involvement and confirmed original coding.

RESULTS

Four key themes emerged regarding YSPP parent
involvement: (1) parent involvement during the crisis
phase; (2) parent engagement postcrisis; (3) challenges
to parent involvement in mental health supports
at school (family stressors); and (4) strategies for
enhancing parent engagement and involvement. The
themes are presented below in order of their salience in
the focus groups and interviews. Results are presented
across all schools, as themes did not differ across high-
and low-implementation schools.

Parent Involvement During the Crisis Phase
Across all schools, school social workers participat¬

ing in the focus groups described "always" contact¬
ing parents when a student reported having suicidal
ideation or intent. Depending on the crisis severity or
the immediate needs, parents were telephoned and
asked to come to the school or be involved in hos¬
pitalizing the student. A social worker described: "It
is district protocol when you are calling in a [involuntary
psychiatric hold], that you make every effort possible to get
the parent to come to the school. We are trained extensively
on the importance, because there are liability issues when
we don't alert the parent. Plus, we want them to be on our
team." Another commented, "You always call the parent.
Even if the child says, I'm not, I'm not, I'm not." Unlike
the school social workers, few teachers reported that
it was their role to contact the parent during the crisis
phase.

School mental health staff provided additional detail
on specific ways they engage parents in the wake of
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a crisis. A sodal worker noted, "We do an assessment to

see how [the child] is feeling, what their mood is, to find out
if there's something that [is] triggering their desire to die or
to hurt themselves, to find out if they have a plan, if they
have a method, who lives in their home, and if there are
any weapons in the home. I call the parents to come in, I
have a conference with the child and the parents, and I give
the parents referrals in the community to get services for the
child."

Parent Involvement Postcrisis
In the postcrisis phase, participants reported often

finding parents responsive, with one social worker
relating, "Most of the time parents are quite agreeable to par¬
ticipate in counseling." However, the majority of partici¬
pants did not report on any a district-wide or systematic
protocol for following up with parents. The inten¬
sity of school staff efforts to involve parents postcrisis
depended on the approach of individual clinicians and
schools. In the majority of cases, the specific approach
and responsibility for follow-up appeared to be left to
individual clinicians. One counselor described, "If they
were going to an outside agency, I would follow-up with the
parent and get permission to follow-up with the agency, so
that I know what services they're getting, and we can share
information." An administrator in one school described
a more formal, centralized school process, "Every two
weeks we'll [review] the students who have been referred.
There will be a follow-up as to whether or not the parents
followed through with the intakes, if the child's attending, or
if the parent indicated that they didn't want the services."

Challenges to Parent Involvement in Mental Health
Supports at School

Despite reports from school personnel that many
parents were responsive to outreach from the school,
a number of challenges in working with parents of
students at-risk for suicide were identified. These
included communication, parent perceptions of the
issues, and parental stressors. Participants were
empathetic about parents' stressors but expressed
frustration with the engagement process.

Communication. Despite indicating that it was
possible to reach parents in most cases, school staff
described challenges in contacting some parents during
a crisis. One teacher described, "The child needed to be
transported [to the hospital] and we could not get in touch
with a parent, no emergency numbers, nothing. We ended
up having to stick a note on their door. Can you imagine
coming home at the end of the workday to find out that
your child is hospitalized?" An administrator in another
school observed, "We have a high transiency rate in
this community and low socioeconomic backgrounds. They
consistently change phone numbers. A lot of times we just
have to ask the kid." A teacher noted that language
barriers compound communication challenges, "Many

times we can't reach the mom until 11:00 at night and
somebody has to speak Spanish."

Parental perceptions of the incident. Another
challenge with parent involvement was the perception
that parents felt that they were the "last to know"
and often did not understand the seriousness of the
incident. A social worker explained, "Mostparents don't
take it as seriously as the staff do." They say, "Oh they say
this all the time at home." Similarly, a social worker in
another school reported, "Sometimes we have a student
who is suicidal that needs to be evaluated, and a parent takes
8 hours to show up. That's hard because the parent doesn't

see the importance of what we see."

Parental stressors. Participants recognized the sig¬
nificant life stressors many parents faced, which they
saw as contributing to parents' difficulty in being
involved in school and mental health services. Sev¬
eral participants mentioned that parents often have
long work hours that impede their involvement with
their child's school. A social worker reported, "Because

of the community that we live in, the parents work 6 to 8,
all day long, so it's pretty much impossible for them to get
to an agency for counseling." A teacher related, "A lot

of them live under the poverty level, a lot of them are in
homes that are missing one or the other parent, and a lot
of our kids' parents came earlier and [the child] stayed in
Guatemala or El Salvador with relatives and came later to
a new family."

Parents also had limited access to community
services, as one social worker described, "Most of
the services in this area are not very close. Most of the
parents have to work and they don't have the time or
the energy to take kids [to an outside agency]." Another
respondent reported, "It's very difficult to get parents
to take their child for outside service, unless you [the
clinician are] going to drive them there and pick them
up" Another respondent described addressing the
challenge of long waitlists at community mental health
clinics by referring some families to the emergency
room, "If anything's going to happen, I'll tell them to go to
[the county hospital], because then [suicidal ideation] can be
addressed there."

Strategies for Enhancing Parent Engagement
and Involvement

Despite these challenges, school staff creatively
engaged families through school-based resources
for families, informal outreach efforts, and formal
educational trainings for parents.

Resources. Participants from schools with onsite
mental health services felt more confident that parents
and students would get needed follow-up services. An
administrator described their value, "If simple counsel¬
ing doesn't help, then we refer them to Family Center. (The
Center) has many resources depending on whether the student
has insurance or doesn 't have insurance. They do house visits
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and they are very involved with the parents." Another
valuable resource described by a teacher was the
school's Parent Center (a space at the school designed
to provide parents with support and resources, led
by the schools' Parent Coordinator and volunteers),
"Most parents feel very comfortable to go and share their
concerns with the parent volunteers," who can then con¬
nect parents to resources. One teacher reported the
benefits of having a Healthy Start program, designed
to help address the achievement gap by providing
an array of learning supports (eg, services addressing
physical, emotional, and academic needs) to students
on campus, stating, "When it comes to emotional prob¬

lems, we can only do so much in the classroom. Having
a Healthy Start program in school, they can channel it
better than we could." The social worker involved in
this program described their precrisis, general out¬
reach strategies which included a family community
learning fair that offered workshops to parents and
students about a variety of topics (including mental
health), targeted outreach through grade-level parent
meetings, and incorporation of family involvement
strategies from the school district's coordinated school
health program.

Some participants also reported engaging famihes
informally by providing a safe place for parents to
receive guidance regarding nonacademic concerns, as
a social worker described, "Even problems that are not
necessarily school-related, [parents] will come to the school
and ask for help. It is more family issues. I've gone out
with the principal to homes, you know, when crises have
happened, just to help connect them with services because
they look at the school like the safe place for them to go."
A teacher described making home visits, "I went to
a couple parents' homes with another teacher just to get
to the parent to let them know what is happening with
the child."

Parent support. Despite success with school-based
mental health services for students on school cam¬
puses, many school staff noted the need for parent
services, such as training, education, and support.
One administrator stated, "Parent training needs to
be in there as well to identify what's wrong with their
child or to get parenting skills." Many felt focusing
on parenting was particularly important as children
transition to middle and high school, while oth¬
ers felt that schools had too much responsibihty to
support this transition. Participants also identified par¬
ents' need for information about on and off campus
resources.

Participants also identified ways in which school
staff might be better trained to support and educate
parents. One social worker felt that parent education
usually occurs after an incident, "What we do is after the
fact, at a parent meeting, we will go over situations. But we
haven't been as proactive as we should be," and went on

to suggest training in ongoing involvement of parents.

"How should we address parents, how can we make them
aware without scaring them, aside from providing facts and
statistics. Everyone thinks it's not ever going to happen to
them. We have to continuously keep them aware. I think
that's what we're lacking."

DISCUSSION

This study highlights school staff perspectives
on parent involvement and the challenges and
successes in engaging parents in a school-based suicide
prevention program. Results suggest that parents are
routinely contacted in the immediate wake of a
concern about suicide, but that parent engagement
postcrisis varied and outreach was less formahzed
and systematic. Results highlighted communication
barriers, parental perceptions of the incident, and
parental stressors as key challenges in engaging parents
in efforts to ensure follow-up care for students.
However, school-based resources and informal and

formal ongoing parent support services were identified
as strategies for overcoming these challenges and
facihtating follow-up care. Our results are suggestive
of 3 stages when school staff members have the
opportunity to involve parents: during the immediate
crisis, during postcrisis follow-up, and preventively
prior to a crisis.

The Immediate Crisis
Consistent with research on barriers to accessing

mental health care,26-29 our study highlighted the
burden of stress, including long work-hours, single-
parent homes, and lack of community resources, that
could prevent parents from being available for suicide
prevention efforts during the crisis. The study also
highlighted instances where parents' attitudes about
their children's mental health needs and lack of
concern about suicide risk could be a barrier. Given
these challenges, school staff may benefit from training
in parent engagement strategies that incorporate
motivational interviewing,30'31 cultural competency,

as well as problem-solving logistical barriers and
exploring parental concerns.32 For example, the
Family Intervention for Suicide Prevention, developed
for use in emergency departments, includes techniques
in mobilizing family support and problem-solving
as well, reframing a suicide attempt as a critical
event that requires treatment, and addressing the
motivation of famihes to initiate and follow up with
treatment recommendations.33 Empirically supported
parent engagement strategies in the community
mental health context involve working with parents to
identify and predict potential barriers to participation,
and jointly generating strategies to address these issues
when they arise.32 For instance, if communication or

logistical chahenges are anticipated by schools, schools
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could proactively set up school-family communication
protocols that are updated routinely. Future work
could apply and evaluate these specific techniques
in school settings during the crisis phase of a suicide
prevention program.

The Postcrisis Phase
In this study, mental health and counseling

resources on the school campus were perceived to
make a tremendous difference in providing mental
health access and increasing acceptability of services.
This finding is consistent with previous research of
school staff and parent perceptions about the value
of mental health services.18-19 School-based mental

health services can dramatically increase the number
of children that receive needed mental health care.34
However, our findings suggested that when such
services are unavailable, successful referrals to mental
health agencies were uncommon due to parental
stressors, long wait-lists, and distance to community
clinics. These findings underscore the importance
of school-based mental health services in underre-
sourced communities. School mental health programs
can be feasibly designed according to the resources
available in the school and community. Possible
configurations include school supported models (eg,
staff employed by the school district), community
connected models (eg, co-location from community
mental health agencies, contracted providers), and
comprehensive, integrated models (eg, spectrum of
services from prevention, screening and referral, to
onsite mental health services).35 Funding sources may
include federal, state, and local grants or contracts,
and Medicaid billing for mental health services.

Of note, our results indicated that referrals to emer¬

gency rooms or teacher home visits were necessary
at times for working with parents to ensure students
received support postcrisis. However, many students
may not need emergency room evaluations, and there
is limited research addressing whether referrals to
emergency rooms translate to ongoing service use by
families. Although potentially difficult for schools to
sustain, home visits from school personnel are often
effective in both reaching underserved families and
in improving child mental health functioning.36 Part¬
nerships between school staff, school mental health
providers, and community agencies could bolster
home-school connections and may be particularly
important for schools that do not have on-site mental
health resources. Relatedly, our results highlight the
need for ongoing parent supports, such as parent train¬
ing or services connecting parents and children to other
resources (eg, extracurricular activities, tutoring, etc.).
Such programs may also foster better home-school
connections.

This study highlighted a lack of such systematic
follow-up with parents, which although concerning, is

consistent with prior studies finding reduced school-
parent contact in secondary schools and challenges in
engaging families in educational and mental health
programs.12-37-38 Although connecting students to

resources is a key goal of the gatekeeper model,7
the majority of schools did not appear to have a
systematic and coordinated strategy for following
up with students and their families after a suicide
crisis intervention. Both students and school staff
may benefit from a district-wide structured follow-
up system that allows ongoing school and parent
communication.

Consistent with findings in other studies,39 partici¬
pants noted numerous obstacles to parent involvement
in services specific to the low-income, urban, and pri¬

marily ethnic minority population they served, such
as immigration stressors, language barriers, cultural
beliefs, client-therapist match, and education level.
We found notable empathy for highly stressed parents,
though staff were also concerned that some parents did
not seem to take the issue of suiddality seriously. Edu¬
cating parents about suicide may help reduce stigma
and deepen parents' understanding. To effectively
engage parents, future studies must explore parents'
perspectives about working with their child's school
around student suiddality in addition to parental
cultural beliefs about mental health and suidde
or perceived meaning of services.31,40 Community-

partidpatory partnerships with immigrant families
have been found to not only engage family mem¬
bers around mental health concerns but also improve
parental-school involvement.41

Prior to a Crisis: Preventive Strategies
As noted in our results, parent outreach through

programs that provide information about mental
health or proactively raise awareness about suidde
prior to crises may help make parent involvement
easier when crises do occur. Research suggests that

preimplementation engagement is key for raising
awareness about the need for mental health programs
and gaining parental support for such programs.42
Psychoeducational outreach with parents through
existing school programs, school mental health service
providers, school fairs, and parent nights may also
foster communication and sharing of information
with parents proactively. In addition, results indicate
that some parents see the school as a safe place,
underscoring schools' potential role as a key access
point, and source of support for at-risk students
and their families. Increasing parents' comfort in
communicating with the school more broadly may
also promote mental health service use. Strategies for
fostering collaborative relationships with parents prior
to a crisis should be incorporated into school staff
suidde prevention training.43"45
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Limitations
Our findings must be considered within the context

of the study fimitations. The focus groups and
interviews were not designed to focus exclusively
on parent involvement in suicide prevention or
school mental health, so we probably did not
completely capture all aspects of the topic. However,
the spontaneous discussion of parental involvement
within the context of conversation about program
implementation provides important insights into how
school staff experience their work with parents.
Importantly, we conducted no parent focus groups,
and information from parents is a critical next step in
understanding parental perspectives of school suicide
prevention programs. Finally, participants were from
a large urban school district serving primarily low-
income, ethnic minority students, and our findings
may not apply to schools in other communities.

IMPLICATIONS FOR SCHOOL HEALTH

Despite limitations, our study provides important
insights into ways of improving parent involvement in
school suicide prevention efforts. Parent involvement
is critical to ensuring that students identified by
school suicide prevention programs as being at risk
for suicide receive appropriate evaluations and care.
Our study suggests that coordination of follow-up
and postcrisis response is sorely needed. If contact
with parents is challenging, school-based mental
health providers should be encouraged reach out to
parents postcrisis through home visits, meeting and
parent work sites, or through engaging another family
member or friend. In addition, proactive education
and community awareness for parents and school and
community stakeholders about school-based suicide
prevention, intervention, and follow-up could ensure
that crises are managed in more streamlined way. This
education must be available in Spanish or other native
languages for non-English-speaking parents. Specific
training for school mental health staff on parent
engagement may also be beneficial. Finally, school
districts should establish a crisis intervention plan
that includes ongoing training for school-based mental
health providers, teachers and administrators; referral
mechanisms and available community resources; and
ongoing follow-up and support for students, parents,
and involved school staff members. Developing
community partnerships that engage school staff and
parents around parent involvement challenges could
lead to successful intervention or program strategies
that are supported by both parents and school staff.

Human Subjects Approval Statement
The RAND and UCLA Institutional Review Boards

and the school district research review committee
approved the study.
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